Innovation in antenatal care -theory and practice'
The inaugural meeting of the Forum on Maternity and the Newborn was an encouraging example of the positive role which a Forum may play in the Society. It was opened by its founder, Dr Luke Zander (Department of General Practice, St Thomas's Hospital Medical School). He explained to an audience of over 100 that the purpose of this Forum was to draw together people from different disciplines so that they could exchange ideas about how to solve various problems which face the maternity services. All of the meetings in this Forum's 1983/84 programme were concerned with areas of considerable current controversy.
This first meeting in the series was concerned with the obstacles which stand in the way of translating into practice rational proposals for improving antenatal care. had different perceptions of its possible objectives. Eventually, however, this peripheral clinic was established by the hospital obstetric and midwifery staff. An attempt was made to provide antenatal care for women living some distance from the hospital in a more informal and less hurried atmosphere than was possible in the hospital. In order to evaluate this innovation, eligible women were allocated at random to either the peripheral or the hospital clinic. Comparison of the two groups has shown that women attending the peripheral clinic did indeed experience a number of advantages (for example, it was easier and cheaper to attend the community peripheral clinic and waiting time was shorter; women reported finding this clinic more personal than the city antenatal clinic; there was greater continuity of care; and considerably more women attending the peripheral clinic were satisfied with the degree of their own involvement and.the level of information provided to them).
The experiment was not without drawbacks or criticisms. Because no attempt had been made to reach a consensus on the objective of the clinic, there were no regular meetings to assess progress. Perhaps because the clinic was held on a Friday afternoon, the consultation time available for each woman became progressively shorter so that staff could finish their work earlier. The toy library was discontinued because of worries that toys would be stolen. The clinic became to be seen by some as a service for deprived people, and thus those who attended it were stigmatized. In effect, the innovation had become 'a hospital clinic in the community'. Dr Mcllwaine ended by making the point that structural changes may not challenge paternalistic attitudes among professionals. Whilst there was encouraging evidence that professional attitudes had been influenced favourably by the experiment, they remained an important obstacle to better antenatal care. Dr Mcllwaine's presentation was followed by a description of the innovative arrangements for antenatal care which are currently being implemented in the newly created Huntingdon Health District. Mr John Hare (Hinchingbrook Hospital, Huntingdon) described how the dependence of the local community on relatively inaccessible health services in Cambridge had provoked dissatisfaction, leading to the creation of a new health district. The working week of each consultant obstetrician consists of: I period of 24-hour cover of the labour ward and emergency gynaecology 1 general gynaecology clinic I special interest gynaecological clinic I inpatient major gynaecological operating list I outpatient minor gynaecological operating list (every 2 weeks) 1 hospital antenatal clinic 1 community antenatal clinic 1 free half day 1 half day for administration, etc.
All but one of the local general practitioners welcomed these proposals. The antenatal care of two-thirds of the women resident in the district will now be provided either in their own homes (the community midwife is responsible for conducting the 'booking visit' at home), or in a nearby health centre or surgery. These community clinics are run jointly by general practitioners and community midwives, and consultant obstetricians and midwives who work mainly in the hospital labour ward. There are no rigid rules for the way in which these clinics are organized. Currently every woman is likely to see a consultant obstetrician at least twice during her pregnancy, but this may well be modified as mutually agreed working practices are formulated. The woman herself is responsible for custody of her own case record. The results of laboratory investigations are sent to the general practitioner for filing in the woman's notes at her next visit.
Mr Hare stressed that these innovations were still young and that he and his colleagues expected to learn both from informal and formal evaluation of the new pattern of maternity service which was being conducted. However, he and his obstetric colleagues were pleased to be working in a truly 'consultant' capacity. The Director of Midwifery Services, Miss Cass Nightingale, added that the increased responsibility placed on midwives was an important and welcome feature of the scheme, but something which should only be accepted gradually as greater self-confidence developed among midwives.
The last of three main speakers, Caroline Flint (Department of Midwifery, St George's Hospital, Tooting), began by describing the ambiguity of the situation she confronted during the several years that she had worked as a community midwife. On the one hand she had enjoyed immensely the satisfaction derived from providing continuity of care through pregnancy, childbirth and the puerperium; on the other hand, a consequence of this pattern of working was that she felt that she was never off duty. She had therefore drawn up and published a proposal which suggested how four midwives could provide a considerable degree of continuity of care for between 200 and 250 women a year, and yet be expected to be able to plan their own lives to allow time off duty. She described how the proposals were rejected by hospital midwiveslargely, she believes, because as a community midwife she had no credibility in their eyes. This reaction prompted her to move to hospital-based practice and to investigate the obstacles for herself. She illustrated one of these graphically by inviting 28 members of her audience to line themselves up on the platform. As currently organized, it was a 'team' of at least this size which was being expected to respond to the expressed wishes of most pregnant women for continuity of care through pregnancy and childbirth. Mrs Flint suggested that unrealistic expectations of the more technical aspects of antenatal screening not only lead to overdiagnosis, but to an undervaluing of the social aspects of antenatal care: Of 20 women to whom she had administered a questionnaire, 19 expressed an overriding concern to have a friendly place to go for antenatal care, in contrast to only one ( a doctor herself) who was primarily concerned to receive medical care per se. Now that her credibility as a hospital-based midwife has been established, Mrs Flint has managed to implement her 'know your midwife' scheme of care and is comparing it with standard care in a randomized controlled trial. The four midwives involved are on-call for a period of 24 hours twice a week, and each has an average of one delivery a week in addition to providing antenatal and postpartum care for an average of 12 and 5 women respectively. In addition to evaluating women's views of this form of care, research is being mounted to examine its cost consequences and the views of midwives about it. As Mrs Flint reminded us, the attrition rate from midwifery is enormous: 4 out of 5 of those who qualify as midwives end up doing something else. If patterns of midwifery practice can be identified which result in greater professional satisfaction, it may be possible to prevent some of this wastage.
Three-quarters of an hour was available for the lively general discussion about antenatal care which followed these presentations. Conservatism is an obstacle confronting anyone wishing to implement changes in antenatal care, but District Maternity Services Advisory Committees can be a vehicle for innovation. The self confidence of pregnant women themselves has been eroded during recent years; they need to be encouraged to recognize how they can help themselves and each other. Similarly, midwives trained to see their role in antenatal care as little more than chaperones must be re-trained to adopt a more responsible position in the maternity services. Obstetricians need to go out into the community both to become more aware of the limitations of a hospital-based orientation to antenatal care, and because work in the community is enjoyable. On the other hand, the participants were reminded that most hospitals are, indeed, an integral part of the communities they serve. The key element of a familiar attendant throughout maternity care was stressed repeatedly.
The item-of-service fee structure for general practitioners who provide maternity services was felt by several people to be a major obstacle standing in the way of innovative change in antenatal care. Dr Peter Kielty, Chairman of the Maternity Services Sub-Committee of the General Medical Services Committee of the British Medical Association, and some others, rejected this contention. He said that the GP fee for providing antenatal care is determined solely by the date upon which the doctor accepts the woman for maternity services. Thereafter, there is no obligation on a doctor to perform a fixed number of antenatal examinations. This is a 'responsibility' fee rather than an item of 'performed service' fee. The contract that the GP makes at the time of booking is that he or she will provide all necessary medical services during the antenatal period. If no medical services are required, the general practitioner does not have to provide any. He or she will provide the service in accordance with the guidance contained in the Memorandum on Maternal Services, which recommends certain antenatal examinations by the doctor at certain critical points during the antenatal period. Nevertheless, this is guidance.
There is no regulation which imposes a requirement to do a certain number of antenatal examinations.
